In this paper we carried out a study about prevalence of the clinically significant coagulase negative staphylococcal (CNS) isolates found in an university hospital. Two hundred four CNS isolates from 191 patients obtained between the period of 1998 to 2002, were studied. About 27% (52/191) of the infection cases studied were confirmed as CNS-associated diseases. Blood stream infection (BSI) was the most frequent CNS associated-disease (25%; 13/52). The great majority of the BSI was verified in the Neonatal Intensive Care Unit (NICU). The analysis of the 52 patients medical history showed that 85% of the BSI was acquired in hospital. Most of the CNS nosocomial infections were associated with the use of indwelling medical devices. The incidence of methicillin-resistance among significant CNS isolates was 38%. In this study, a high percentage of exogenous contaminant was verified (60%), indicating that contamination of clinical specimens during sample collection is critical.
INTRODUCTION
Coagulase-negative staphylococci (CNS) colonize skin and mucous membrane of humans and animals (13, 18, 27) .
Previously, these bacteria were mostly regarded as contaminants of clinical specimens from humans. During the last decades CNS have emerged as important nosocomial pathogens (16, 18, 27, 32) . This increase was paralleled by the development of novel therapeutic and surgical interventions, which have promoted an advanced medical care.
Unfortunately, these procedures are frequently followed by complications that may result in infections (32, 36) . Risk factors for CNS infections include breaches in the natural mucocutaneous barrier, prior exposure to antibiotics, immunosuppression, extreme ages, and most frequently, the presence of venous catheter or indwelling prosthetic device, among others (19, 20, 36) .
The recognition of CNS as nosocomial pathogens has stimulated researches involving the development of more accurate methods for its identification and molecular characterization, as well as the study of virulence factors and also the establishment of stringent criteria to discriminate cases of infection from bacterial flora contamination. It has been suggested that the major virulence factor of CNS is the ability to form biofilm on the surface of indwelling medical devices (6) . In the biofilm, the bacteria seem to be protected against In addition to the general criteria above, due to the fact that CNS primary pneumoniae is frequently rare, a very stringent criteria was included to assign relevant cases and it was based on the simultaneous presence of i. compatible clinical presentation; ii. chest X-ray evidence; iii. isolation of microorganism from hemocultures or from bronchial or tracheal washing cultures and iv. patient using invasive medical devices, such as intravascular lines or indwelling urinary catheter, was excluded for primary CNS pneumoniae.
Concerning to bloodstream infection, in addition the general criteria above: i. only one positive blood culture was considered enough to assign relevance when infection occurred among neonates; ii. for other patients, at least two blood cultures were obtained on separate occasions and iii. primary bacteremia was only considered for patients using intravascular catheters.
For the purpose of the analysis presented here, infectious diseases associated to CNS that were acquired in the Antônio Pedro University Hospital was called HUAP-acquired infections and the diseases which did not occur in this hospital were all grouped as outside acquired infections.
Statistical analysis
Data related to the clinical significance of the isolates and bacterial resistance were analyzed by chi-square test or Yates correction for continuity when n<20. Fisher test was chosen when n<5. Significance was considered for p<0.05.
RESULTS

CNS isolates
From January 1998 to December and Staphylococcus auricularis (1; 0.5%). The 13 isolates whose species could not be determined by the VITEK system were refered here as not determined CNS species (Table 1) . for the collection of specimens, among other factors related to clinical relevance, it was verified that the most probable source of contamination (60%) was not related to the patient flora but rather to exogenous contaminants (Fig. 1) .
Exogenous contamination 60%
Indigenous flora 13% Clinically relevant 27% UTI were outpatient-acquired and no invasive procedure could be connected to these diseases. Other CSN associated infections were represented by conjunctivitis (8%), meningitis (6%), peritonitis (6%), septic arthritis-osteomyelitis (4%) and finally, endocarditis and pneumonia (2%; Fig. 2 Table 2 shows the distribution of antimicrobial resistance among the clinically relevant CSN isolates. Penicillin  70  80  78  80  100  50  Oxacillin  59  27  22  0  100  17  Erythomycin  41  40  22  0  75  17  Gentamicin  47  27  22  0  50  0  Trimethoprim-sulfamethoxazole  53  20  22  0  0  0  Clindamycin  24  33  33  20  100  17  Ciprofloxacin  27  27  11  20  25  0  Tetracyclin  12  27  33  20  50  0  Rifampin  12  7  0  0  75  0  Total isolates  17  15  9  5 This problem is complicated by the high level of methicillin resistance frequently observed among these isolates (22) . In the paper presented here, the incidence of methicillin-resistance among CNS isolates was about 38% (21/56). The majority of the MRCNS (86%) was resistant to more than 2 antimicrobial classes besides ß-lactam antibiotic. In hospitals, the frequency of methicillin resistance among CNS isolates range from 30%-80% (22, 25, 30) . 
